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By
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Objective: A critical analysis of the impact on urgent care facility expansion and its effects towards
reducing non-urgent visits to the emergency departments in the state of Florida from 2011-2015.
Methods: Through the IBM SPSS tool, we performed a multilinear regression analysis on the
dependent variable emergency department’s (ED’s) non-urgent visits with three independent
variables, urgent care facilities growth, population totals, and uninsured totals per year. Secondary
data was used capturing non-urgent visits presented in the ED linked to counties in Florida that
maintain licensed urgent care facilities during the periods of 2011 to 2015 (29 out of 67 counties
selected for this study).
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Results: The outcome indicated no correlation between non-urgent ED visits and urgent care
growth. However, through the multilinear regression coefficient model, results showed urgent care
centers growth rate (P=.043) and population growth rate (P=.045) are statistically significant (P< .05)
to predicting the rate of non-urgent patients presenting in the ED per year. Therefore, per one
urgent care facility expansion impacts a reduction of 675 non-urgent patient visits to the emergency
department per year.
Conclusion: In this study, we looked at the impact of urgent care facilities as a possible factor to
reducing non-urgent visits to the emergency department. Although there was no immediate
correlation between the independent variables and the dependent variable, there were a statistical
significant indicator that urgent care growth impacts the path and reduction of non-urgent visits to
the ED. The results, however are not conclusive enough to determine urgent care facility as the sole
method of prevention towards resolving the misuse of the ED visits. A more deeper look in
alternative preventive methods are to be considered along with factoring in urgent care facilities as
one of many methods to aid in reducing the overuse of emergency departments.
Key Words: Urgent care centers, non-urgent visits, retail clinics, emergency room, overcrowding, and
utilization rates
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Chapter 1
Introduction
The over use of emergency departments (ED) where there are alternative methods to seek
care for non-urgent treatments in the United States has been among many concerning topics for
healthcare providers, politicians, and patients in the past two decades. ED shortages cause
significant increases in health care costs, overcrowded waiting rooms, and long wait times to see a
physician (CDC, 2014). An estimated $38 billion dollars have been allotted to wasteful spending in
the utilization of EDs per year (NEHI, 2010). Additionally, between 1995-2005, ED visits in the US
increased at a rate of 20%, from 96.5 million to 115.3 million. According to the Centers for Disease
Control and Prevention (CDC, 2014) an estimated 8% of all ED patients nationwide sought treatment
for non-urgent health issues, equating $1.5 million in health care costs spent in EDs annually.
The Center for Medicare and Medicaid Services have identified several root causes of ED
overuse, in part due to the lack of primary care providers or limited access to primary care, and
limited after-hour access for individuals who cannot go to the physician during 8am to 5pm work
hours (Mann, 2014). In such instances, patients treat the emergency department as a means for
urgent and non-urgent care. Primary care providers (PCPs) and hospitals have attempted to address
these factors by implementing policy changes such as cost sharing for hospitals, adopting patient
fast- track models for non-urgent patients, and extending the hours of work for primary care
practices, as well as the development of urgent care facilities with a primary focus on treating acute
non-urgent care patients (Mann, 2014).
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1.1 Rise of Urgent Care Facilities
Urgent care facilities across the US have been in business for over 30 years, and they are
growing more rapidly in certain areas of the country, in particular, in areas where access to care is
limited or where there is a shortage of access to emergency care. The Affordable Care Act (ACA) and
the Patient-centered Medical Home initiatives have attempted to address problems of ED shortages.
For example, because of the ACA, many more patients are insured, thus providing them with
affordable access to primary care practices and medical homes. Yet little is known about current
urgent care usage and the potential or actual effects on ED usage. According to the National
Ambulatory Medical Care Survey, US emergency department visits were at $123.9 million,
compared to 94.7 million in 1997. The average cost of ED visits can range from $500 to $1,000. In
contrast, urgent care facilities operate on hours similar to the emergency room but at half the cost
to treat non-urgent patients (Mann, 2014).
1.2 Federal Programs and Medicaid Incentives
Studies by the Center for Medicare and Medicaid Services (CMS) indicate that Medicaid
patients use the ED for non-urgent visits twice as often as patients who are privately insured or
uninsured. Although the frequency of visits to the ED is higher for patients with Medicaid, the
distribution of Medicaid patients who use ED services was at 23.4% in 2014 (CDC, 2014). In
addition, the CDC indicates that the remaining patient ED utilization is approximately 53% of
patients with private insurance, and 15.1% of patients who are uninsured in 2014. As a result, the
CMS have implemented a series of initiatives to combat the inappropriate use of ED. Increasing
access to primary care has been an effective strategy that can yield an estimated cost savings to
8

Medicaid services of $135 million dollars (Mann, 2014). Expanding coverage to Medicaid patients
and those with private insurance are an effective cost saving measure. Under President Obama’s
administration, the passing of the Affordable care Act (ACA) in 2010 was another measure designed
to address the uninsured patients who seek ED as a safety net for all medical care, urgent and nonurgent across the United States. This initiative was geared toward two distinct populations: the
newly insured who would have access to private health plans through the marketplace, and those
who would be eligible for Medicaid under an expansion program (Mann, 2014).

1.3 Problem Statement
The rise in urgent care facilities over the past decade is starting to reveal a shift in the way
patients with non-urgent issues receive care or access to care. Researchers predict that the United
States could save an estimated $4.4 billion by increasing access to urgent care and retail clinics for
patients with non-emergency conditions by 2020 (Weinick, 2010). Trends to support this pattern can
be seen in cities such as New York City, where the increase in urgent care facilities has reduced ED
utilization by 45.8% (Mann, 2014). These trends are also emerging in rural areas of Georgia, a state
that has built PCP sites across rural areas, resulting in a three years saving of $7.3 million dollars
(Mann, 2014). The purpose of this study is to analyze the growth in urgent care facilities has on the
utilization in non-urgent visits to emergency departments in the state of Florida.
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1.4 Study Design
The objective of the study is to examine the utilization behavior of patients who are using
urgent care facilities in Florida as an alternative to being treated in the emergency rooms. The study
will compare and analyze the utilization activity (patient visits) of non-urgent treatments in
emergency departments compared to the volume and growth rate of urgent care facilities from
2011 to 2015. The study will utilize International Classification of Diseases, Ninth Revisions (ICD-9
codes) for non-urgent treatment as determined by the national standards across the US.
1.5 Research Hypothesis
Will the increase of urgent care facilities be positively associated with a reduction in
emergency department utilization for non-urgent treatments? The null hypothesis is that there is no
positive correlation between the increase in urgent care facilities and the reduction of emergency
department visits for non-urgent treatment.

1.6 Data Processing and Analysis
This study will be a comparative analysis of non-urgent emergency department visits from
the selected counties in the State of Florida compared to the growth rates of Urgent Care facilities in
those counties between 2011 through 2015. County inclusion was determined by active licensed
urgent care facilities presented between years 2011 to 2015. Secondary data will be the source for
both urgent care facilities and emergency room visits. The identified non-urgent care ICD-9
diagnosis codes will used to filter patients seen in the emergency rooms. The coding scale will be
10

based on a patient’s ability to be seen in either an urgent care facility or an emergency department
entity. Urgent care growth rate data will be retrieved from the State of Florida’s health care registry.
A comparative analysis of the two data sets will seek to identify correlation and trend patterns for
urgent care center activity per county, and with the utilization rates of non-urgent treatments in the
emergency departments in the matching counties.
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Chapter II
Literature Review
To determine the extent of the misuse of EDs and the methods used to prevent misuse, a
detailed literature review examined emergency room utilization for non-urgent care visits to assess
the impact of the expansion of urgent care centers in reducing misuse of ED visits for non-urgent
conditions. The following keywords were used: urgent care centers, non-urgent visits, retail clinics,
emergency room, overcrowding, and utilization rates. A search of PubMed, the primary search
agent, uncovered over 200 published papers ranging from emergency department activity to urgent
care delivery systems. Articles were excluded if they were published before the year 2001 or if the
study had a broader healthcare focus. Inclusion criteria were studies centered on the key words, and
more narrowly focused on addressing the research question for the current analysis. After those
criteria were applied, 24 papers were selected for review. The current review addresses the
behavior trends of ED patients, the impact of misuse of ED visits, and preventive resources for nonurgent care. 2.1 Emergency Room and Urgent care Utilization Trends in the US
The word emergency can be defined as what patients perceive is urgent or non-urgent when
seeking immediate care. Using that concept, Northington et al. (2005) assessed patient -behavior
patterns in seeking non-urgent care from emergency departments. A 6-week cross-sectional survey
was administered to 279 patients at a university emergency room in North Carolina. The results
found that 27 % of patients used the ED for primary care, 56% of patients had a PCP, and 44% of
patients visited their PCP regularly (Northington et al., 2005). Of the 279 patients, 75% indicated
12

that the use of the ED was more prevalent for unscheduled care (Northington et al., 2005). The
survey also included responses from patients who were insured or uninsured; patients in both
categories preferred accessing the ED, believing ED care to be more comprehensive and immediate,
and the cost for care was not required or enforced at the time of service (Northington et al., 2005).
The behavior patterns of patients who misuse emergency departments when there are less
costly and easily accessible alternatives to care remain under investigated. In one salient study,
Uscher-Pines, Pines, Kellermann, Gillen, and Mehrotra, (2013) conducted a systematic review of
studies across the nation that focused on possible explanations of ED misuse. In their systematic
review of 26 studies, the authors focused on influential factors for patients seeking non-urgent care
at emergency departments (Usher-Pines et al., 2013). The meta-analysis found variability in
determining non-urgent cases in three categories from a medical records review, at the time of
service triage, and patients’ self-reported conditions during the initial intake (Usher-Pines et al.,
2013). An estimated 32% of ED users (range 8% to 32%) inappropriately used the ED across the 26
studies (Usher-Pines et al., 2013). Factors associated with the misuse by way of non-urgent ED
visits varied by age, race, income, social support, health status and levels of distress, prior referrals,
and medical history (Usher-Pines et al., 2013). The results, however, did not indicate causes due to
the diversity of factors associate. Therefore, further studies are needed. Nevertheless, the authors
were able to develop a theoretical model that may help understanding patient behavior patterns.
This model is referred to as a conceptual model for causal pathways and associate factors as
illustrated in Figure 1 (Usher-Pines et al., 2013).

13

Figure 1: Causal pathways and associated factors

Source: Usher-Pines et al., 2013
Essentially, a patient’s casual pathways are factors that may be personal such as convenience in
accessing an ED or obtaining a referral to an ED as well as patient‘s age, insurance status, or health
status (Usher-Pines et al., 2013) are considerable factors. The meta-analysis revealed that multiple
pathways can account for what providers and patients consider non-urgent, however, it is difficult
to determine a primary root cause for all patients seeking non-urgent care from emergency
departments. Although this model is a theoretical on patient pathways, more research is necessary
to evaluate the complexities and multifactorial nature of those psychosocial and behavioral
pathways (Usher-Pines et al., 2013).
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These psychosocial pathways can be tested in various scenarios to gain a better
understanding of patient behavior for ED utilization. Mehrotra et al., 2008 assessed the behavioral
pathways of patients who prefer retail clinics versus seeing their PCPs or going to an emergency
department. Retail clinics defined in this study, as preventive treatment clinics located in convenient
stores such as Target, CVS, or Walmart that provides low levels of non-urgent care (Mehrotra et al.,
2008). Data were extracted from the Convenient Care Association Survey, the National Ambulatory
Medical Care Survey (NAMCS), National Hospital Ambulatory Medical Care Survey (NHAMCS) for
2002- 2005, and National Organization for Retail Clinics. As a result, the authors found that
approximately 90% of patients were seen in retail clinics compared to 13% who were seen by a PCP,
and 30% of those PCP visits resulted in the patient being sent to the ED (Mehrotra et al., 2008). In
review of patient characteristics and reasons for the respective visits, the authors identified
justifications for patients seeking retail clinic services as a primary choice: patients see retail clinics
as a safety net provider, patients often have a limited number of medical issues that typically are
low risk, provider services are more often preventive and patient access to primary care is
disrupted. The results indicate a continued need for retail services; however, the study was limited
because it did not address the 30% of patients who continued to seek care at the ED (Mehrotra et
al., 2008).
2.2 Defining Urgent care and Methods of Intervention
In a systematic analysis, we reviewed a selection of researchers attempt to uncover urgent
versus non-urgent treatments. McCormack, Jones, and Coulter (2016) identified the characteristics
of patients who actively used the ED for non-urgent care treatments. The assessment tool used
combined non-urgent diagnoses found in the 2010 Medical Emergency List (MEL) and codes from
15

the International Classification of Disease, Ninth Revision (ICD-9). Essentially, the initial assessment
segregated patients who misused ED care by age, race/ethnicity, urbanicity, and federal poverty
level (FPL) (McCormack, et al., 2016). Medicaid claims data were examined from October 2010 to
September 2011. The results revealed that of 167,138 encounters at the ED, 27% were flagged as
non-urgent; moreover, white females were 41% more likely to seek non-urgent care at an ED, and
7.7% of rural patients were less likely to seek non-urgent care compared to urban areas
(McCormack, et al., 2016). The other two characteristics, age and patients whose income is below
the Federal Poverty Level (FPL), had little impact on frequency of ED visits.
An alternative method to seeking non-urgent care aside from the emergency department
falls under retail and urgent care facilities. Weinick, Burns, and Mehrotra, (2010) collected data
across the nation, accounting for 74% of retail clinics, and 34 states with urgent care clinics from
years 2007 and 2008 (Weinick, et al., 2016). The emergency department data were retrieved from
the 2006 National Hospital Ambulatory Medical Care Survey (NHAMCS). A comparative analysis was
performed using International Classification of Diseases, ninth revision (ICD-9) codes for 2% or more
visits seen for non-urgent care diagnosis excluding visit that end with admission to the hospital
(Weinick, et al., 2016. To determine the 2 % minimum, the authors performed an algorithm that
classified the emergency room visits that could be treated in the ED, retail clinics, and urgent care
facilities. Based on the algorithm, 5 primary diagnosis types were identified as the most frequent
common non-urgent care visits (see Table 1).

Table 1: Commonly Identified Non-urgent diagnoses
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Source: Weinick, et al., (2010)

Rhinosinusitis

Ear Infections

Laryngitis

Urinary Tract Infections

Pharyngitis
The study revealed that 27.1% emergency department visits could have been seen at retail store or
urgent care centers. Moreover, the authors reported that although 13.7 % of those treatments
could have been seen in a retail clinics, urgent care centers have the capacity to see an additional
13.4% more treatments in comparison (Weinick, et al., 2010). Also, potential estimated savings of
$4.4 billion dollars annually could have occurred if 27.1 percent of those patients sought alternative
care in either retail or urgent care clinics (Weinick, et al., 2010).

2.3 Cost and Effect of ED Misuse
One of the prevalent factors to consider when comparing emergency department care to
urgent care centers is the cost. When non-urgent patients are seen in the ED compared to patients
seen for the same treatment in an urgent care center, the cost is much higher in the ED facilities (Ho
et al., 2017). HO and colleagues (2017) reviewed the cost of care and utilization activities for
Freestanding Emergency room clinics in comparison to hospital- based emergency departments and
urgent care centers (Ho et al., 2017). Similar to urgent care facilities, Freestanding EDs are another
alternative to treating patients outside the hospital emergency department (Ho et al., 2017).
Freestanding EDs are unique from hospital EDs because the former are a separate entity from a
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hospital or health system. Similar to hospital based ED, both follow HIPPA guidelines as emergency
licensed facilities. Freestanding EDs have expanded from 80 sites nationally in 2007 to 360 sites as
of 2015, with Texas hosting 181 sites in total (Ho et al., 2017). Ho et al., performed a secondary
analysis of medical claims data from patients living in Texas insured by Blue Cross Blue Shield from
2012 to 2015. The population for this analysis ranged from 5.5 million enrolled in 2012 to 5.8
million enrolled in 2015. The researchers determined that 20 of 26 or 75% of common diagnosis
were identified from all three treatment areas. The results revealed higher prices in hospital based
emergency rooms and Freestanding ED versus urgent care centers. Unlike urgent care centers, both
freestanding and hospital- based EDs prove continuous 24 access to an emergency physician,
reflecting the higher cost in comparison. However, the study failed to review the impact urgent care
centers have on patient utilization when patients were treated for the 20 identified common
diagnosis codes (Ho et al., 2017).
2.4 Intervention Models
The cost of misusing EDs financially impacts patients out of pocket costs, managed care
companies, and government programs. Therefore, there has been a nationwide push to combat this
misuse ED visits through a series of intervention programs. Morgan and colleagues (2013)
performed a systematic literature review of intervention programs that addressed ways to reduce
the misuse of an emergency department. The researchers examined and assessed 793 articles, and
39 of them met the inclusion criteria (Morgan et al. 2013). The study focused on five intervention
methods, patient education, creating additional health options (eg. expanded hour or same day
access), managed care incentives, and patients’ financial incentives (eg. copayments or deductions)
(Morgan et al. 2013). Each of the 39 articles revealed a reduction of the use of ED services from all
18

five intervention programs. Of the five programs, education prevention on alternative treatments
yielded the highest in improving. Education prevention reduced ED visits, ranging from 21% - 80%
(Morgan et al. 2013). The second factor in the education intervention was the expansion and
capacity of health care options that yielded a 9% to 54% reduction in ED utilization (Morgan et al.).
The Morgan study was an assessment of intervention programs published from 1966 to 2013;
however, the study also compared health systems from other countries with singular payer health
system that may not applicable to multiplayer US health system. Second limiting factor would be the
extent of the education prevention programs, and the sustainability of providing such program
across the states in the US.
2.5 Conclusion:
The expectation of patients choosing to seek non-urgent care outside of the emergency
department continues to be an unresolved concern across the US. Prior studies have demonstrated,
on average, that 13-27% of wasteful patient spending is due to non-urgent ED visits The financial
impact in cost savings is estimated to over $4.4 billion dollars annually (Weinick et al. 2010).
Prevention programs reported by Morgan et al. suggest possible solutions by way of patient
education, expanding PCP hours, managed care incentives, and patient financial incentives.
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Chapter III:
METHODOLOGY

3.1 Research Objective
Will the increase of urgent care facilities be positively associated with a reduction in
emergency department utilization for non-urgent treatments?
The null hypothesis is that there is no positive correlation between the increase in urgent
care facilities and the reduction of emergency department visits for non-urgent treatments.
3.2 Research Design Method
The intent of the study is to investigate the impact of urgent care centers opening rate with
non-urgent diagnosed patents seeking care in the emergency department. The secondary data
collected was retrospective by year ranging from 2011 to 2015. The investigators will undertake a
comparative analysis to review data by categorizing non-urgent diagnosis as the primary reason for
visits seen in the ED, compared to the rate of growth of licensed urgent care centers in the state of
Florida. Data for patients seen in the ED from January 2011 to December 2015 were captured from
the state of Florida. The 2015 ED visits data were limited to the end of the third quarter; therefore,
we extracted the previous 9 months of patient visits to predict the 4th quarter results. The source of
the ED patient utilization data was the Healthcare Cost and Utilization (HCUP) database managed by
the Department of Health and Human Services, Agency for Healthcare Research and Quality (AHRQ)
division. Exclusion factors considered for urgent care centers were as follows: facilities that (a) were
not licensed in the state of Florida as urgent care or (b) did not provide matching non-urgent care
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services. In addition to the ED patient data and urgent care growth, we compared data provided by
US Census Bureau total population, and uninsured per year and per county for the state of Florida
from 2011 to 2015.

3.3 Operational Definitions
Defining Non-Urgent Care diagnosis Treatable in both ED and Urgent Care Centers
Health care facilities across the nation have various methods to determine if patients seen in
a healthcare setting are non-urgent or urgent. The most common definition of what’s considered
non- urgent care is whether the patient treatment can be delayed by several hours or days, or
whether the patient was admitted to the hospital, or if patient received a noncritical diagnosis
during initial intake (Durand el al., 2010). The complexity to determine non-urgent patient continues
to evolve and is predicated on the health institution and the patient. The basis for patients seeking
care in ED or urgent care centers can also be attributed to various factors ranging from lack of
knowledge in seeking care in the ED versus urgent care centers, longer wait times in the ED, or
financial incentives for seeing PCPs provided by managed care companies and the government
(Durand el al., 2010).
For this study, the authors identified, through a systematic review of the literature, factors
that are commonly considered to contribute to non-urgent visits to the emergency department and
urgent care centers. A review of a comprehensive research provided by Weinick et al. (2010) served
as the identifier of most commonly used non-urgent care diagnoses. The results from the study by
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Weinick and colleagues (Table 2, indicate the major conditions of non-urgent treatments that could
be seen outside of the ED.
Table 2: Common Non-Urgent Care Diagnoses
Diagnosis Description
Percentage of
Urgent care visits
Upper Respiratory Infections
33.3%
(Rhinosinusitis, Laryngitis,
Pharyngitis, Ear Infections)

Urinary Tract Infection

3.1%

Average Percentage not
Required ED care
90.2%

75.6%

Source: Weinick et al., (2010)
Table 3 ICD-9 Codes for Non-urgent Diagnoses
Rhinosinusitis
Laryngitis Pharyngitis
Ear Infections
461.00
464.00
462.00
380.00
461.10
476.00
472.00
380.10
461.20
381.00
461.80
382.00
473.90
473.90
Source: International Classification of Diseases, Ninth Revisions

Urinary Tract Infections
599.00

According to Weinick and colleagues (2010), 13.7 -27.1 percent of treatments presented in
the ED in Table 2 could have been seen in urgent care facilities during the current timeframe.
Therefore, our research study selected the commonly identified diagnosis treatments summarized
in Table 2 as the category identifier for patients in the state of Florida who visited the ED between
years 2011 to 2015.
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3.4 Defining Location
This study focuses on counties that included both emergency departments and licensed
urgent care facilities in the state of Florida.
3.5 Data Set Descriptions
This study utilized the following four data sets to compare volume of patient visits and
growth rates of ED departments versus urgent care facilities opening: 1. Healthcare Cost and
Utilization (HCUP) database managed by the Department of Health and Human Services, Agency for
Healthcare Research and Quality (AHRQ) division comprised of selected non-urgent care data from a
period of 2011-2015. HCUP is a federal data set that’s administered by AHRQ. To review licensed
urgent care growth rates, data were retrieved from the state of Florida’s health data base. 2.
Information provided by State of Florida healthcare database for 29 out of the 67 counties listed in
Table 4 below indicate locations of the active licensed urgent care facilities for the state. 3. The
population growth rates were extracted from US Census bureau. 4. Uninsured growth rates were
extracted from the US. Census bureau.
Table 4- Selected Counties for state of Florida
Alachua
Bay
Broward
Clay
Collier
Columbia
Duval
Hillsborough
Indian River
Lake

Lee
Manatee
Marion
Martin
Miami-Dade
Monroe
Nassau
Okaloosa
Orange
Osceola
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Palm Beach
Pasco
Pinellas
Polk
Sarasota
Seminole
St. Johns
St. Lucie
Volusia

3.6 Data Set Analysis
The results of this study will determine the correlation and the multilinear regression
between ED non-urgent care visits and the rate of urgent care center openings in the state of
Florida. An aggregated data by year will be used for each variable. The independent variable for this
study will be the total initial licensing date for urgent care centers, the total uninsured, and the total
population per year from 2011 to 2015. The dependent variable used for this study will be the total
non-urgent care presenting as the primary visit in the emergency department per year from 2011 to
2015. We used descriptive statistics to determine comparative means, standard deviations, and
statistically significant differences. The conclusive determinations occurred through multilinear
regression analysis. The results from the multilinear regression analysis will validate the correlation
between the independent and dependent variables by assessing the correlation, and coefficient
results. All analyses were conducted through the IBM SPSS statics version 25.
Limiting Factors:
The assessment is limited to the available data for 2015 non-urgent ED visits beyond 3rd
quarter activity to present date. Uncontrollable factors included the inability to assess unlicensed or
expired licensed urgent care facilities that continued to operate as an urgent care entity. The
analyses also excluded the impact of retail facilities providing similar non-urgent treatment. The
outcome would be unable to assess categorical patients with respect to level of managed care
enrollment, self-pay, and demographics.
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Chapter 4 Results
4.1 Descriptive Results
Table 5 summarize the aggregate total means and standard deviations for non-urgent ED
visits, urgent care growth, uninsured totals, and population totals in 29 Florida counties from 2011 2015. The selected counties were determined based on the existence of licensed urgent care
facilities active during the periods of 2011 to 2015.
Table 5: Year End totals and Percentage Growth per year
Year

2011
2012
2013
2014
2015
Total %
Year 1 vs 5

NonUrgent
ED Visits
27,191
28,892
26,754
26,612
30,774
12%

% Per
Year
ED
6%
-8%
-1%
14%

Urgent care
Centers
129
152
184
204
223
42%

% Per
Year
UrCr
15%
17%
10%
9%

Population

16,105,298
16,324,627
16,546,943
16,827,201
17,147,948
6%

% Per
Year
Pop.
1%
1%
2%
2%

Uninsured

3,911,000
3,816,000
3,853,000
3,245,000
2,662,000
-47%

Mean
St. Deviation
Minimum

28,045
1,776
26,612

178
38
129

16,590,403
410,726
16,105,298

3497400
538661
2,662,000

Maximum

30,774

223

17,147,948

3,911,000

From 2011 to 2015, ED visits increased by 12%, urgent care center facilities increased by 42%,
uninsured decreased by 47%, and for population growth increased by 6% of the 29 counties in
Florida. ED visits per year from 2011 to 2015 showed variability in growth as seen in Graph A. Nonurgent care ED visits showed an increase from 2011 to 2012 of a 6 % and, notably, a 14% increase
from 2014-2015. However, during the period of 2012 to 2014, 9% decrease in non-urgent ED visits
occurred in the 29 counties in Florida.
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% Per
Year
Unins.
-2.5%
1.0%
-18.7%
-21.9%

Graph A: Variable Trends from 2011-2015

Five Year Trend

2011

2012

ED_Visits2

2013

Urgent_Ctrs

2014

Population

2015

Uninsured

Graph A- shows an increased trend from 2014 to 2015 for both the dependent variable, non-urgent
ED visits, and the independent variables, urgent care facility growth and population growth.
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4.2 Multilinear Regression Results
Table 7: Linear Correlation
Variables
ED_Visits

Urgent_Ctrs

Population

Uninsured

Stats.
Pearson
Correlation
Sig.
(2-tailed)
N
Pearson
Correlation
Sig.
(2-tailed)
N
Pearson
Correlation
Sig.
(2-tailed)
N
Pearson
Correlation
Sig.
(2-tailed)

N

ED_Visits
1
5
0.361
0.551
5
0.489
0.403
5
-0.643
0.242

Urgent_Ctrs
0.361
0.551
5
1
5

5

Population
0.489
0.403
5
.985**
0.002
5
1

.985**
0.002
5
-0.859
0.062

-.934*
0.020

5

5

5

Uninsured
-0.643
0.242
5
-0.859
0.062
5
-.934*
0.020
5
1

5

**. Correlation is significant at the 0.01 level (2-tailed).
*. Correlation is significant at the 0.05 level (2-tailed).

The results of multiple regression analyses (Table 7) reveals no significant correlation
occurred between non-urgent visits to the emergency department and the growth rate of licensed
urgent care centers (p = .361). In addition, the results revealed no correlation with non-urgent visits
to the emergency department occurred between the remaining two independent variables,
population (p= .489), and the uninsured (p=-.643). A significant correlation occurred between the
rate of growth of licensed urgent care centers and the rate of population growth in the 29 counties
(p= .002). Second significant correlation also occurred between population growth rates and the
uninsured (p=.020).

27

Table 8: Model Summaryb (ED_Visits.,Urg.Ctr., Pop., & Uninsured)
Model

R

R Square
.999a

1

Adjusted R Square
.998

Std. Error of the Estimate

.991

168.078

Table 8- indicating through adjusted R square, 99.1% total variation in the dependent variable,
non-urgent ED visits can be explained by the independent variables, urgent care facilities growth
rates, population growth rates, and the uninsured growth rates.

Table 9: ANOVAa (ED_Visits,Urg.Ctr, Pop, & Uninsured)
Model
1

Sum of Squares
Regression

Mean Square

12586084.986

3

4195361.662

28250.214

1

28250.214

12614335.200

4

Residual
Total

df

F
148.507

Sig.
.060b

a. Dependent Variable: ED_Visits
b. Predictors: (Constant), Uninsured, Urgent_Ctrs, Population

Table 9 indicated the regression model does not predict the dependent well due to it not being
statistically significant with p=.06
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Table 10: Coefficients- (ED_Visits,Urg.Ctr., Pop., & Uninsured)
Standardiz
ed

Model
1

Unstandardized

Coefficient

95.0% Confidence

Coefficients

s

Interval for B

B
(Constant)

Std. Error

Beta

-1323626.2 97548.696

t

Sig.

Collinearity
Correlations

Lower

Upper

Zero-

Bound

Bound

order

Statistics
Toleran

Partial

Part

ce

VIF

-13.569

.047

-2563099.9 -84152.535

-14.427 -14.759

.043

-1250.607

-93.457

.361

-.998

-.698

.002

426.66

Urgent_Ctr

-672.032

45.535

Population

.085

.006

19.660

14.072

.045

.008

.162

.489

.997

.666

.001

871.60

Uninsured

.018

.002

5.319

11.139

.057

-.002

.038

-.643

.996

.527

.010

101.81

a. Dependent Variable: ED_Visits

Table 10 indicates two predictors correlations, urgent care facility growth rate (p=.043) and
population (p=.045) are statistically significant to non-urgent ED visits. Results from the Table 10
outcomes show for ever increase in urgent care facilities, a reduction of 672 non-urgent patients are
seen in the ED per year. No linear regression statistical significant was seen in the uninsured growth
rate with p=.057.
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Multilinear Regression Results: Non-urgent ED Visit, Urgent care Centers, & Population

Table 11: Model Summaryb (ED_Visits,Urg.Ctr, &Pop.)

Model

R

R Square
.848a

1

Adjusted R Square

.720

Std. Error of the
Estimate

.440

1329.197

a. Predictors: (Constant), Population, Urgent_Ctrs
b. Dependent Variable: ED_Visits
Table 11 indicating through adjusted R square, 44.0% total variation in the dependent variable,
non-urgent ED visits can be explained by the independent variables, urgent care facilities growth
rates, population growth rates, and the uninsured growth rates.

Table 12: ANOVA (ED_Visits,Urg.Ctr., &Pop.)
Sum of
Squares

Model
1

df

Mean Square

Regression

9080807.807

2 4540403.904

Residual

3533527.393

2 1766763.696

Total

12614335.200

F
2.570

Sig.
.280b

4

a. Dependent Variable: ED_Visits
b. Predictors: (Constant), Population, Urgent_Ctrs
Table 12 indicated the regression model does not predict the dependent well due to it not being
statistically significant with p=.280
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Table 13 Coefficientsa (ED_Visits,Urg.Ct.r, &Pop.)
Unstandardized

Standardized

95.0% Confidence

Coefficients

Coefficients

Interval for B

Std.
Model
1

B

Error

-254047

136030

Urgent_Ctrs

-184

99.687

Population

.019

.009

(Constant)

a.

Beta

t

Sig.

Collinearity
Correlations

Lower

Upper

Zero-

Bound

Bound

order

Statistics
Toleranc

Partial

Part

e

VIF

-1.868

.203

-839340

331244

-3.964

-1.852

.205

-613

244

.361

-.795

-.693

.031

32.697

4.392

2.052

.177

-.021

.059

.489

.823

.768

.031

32.697

Dependent Variable: ED_Visits

Table 13 outcome indicates through the linear regression model no correlation from independent
variables, urgent care facility growth rates (p=.205), and population growth (p=.177) due both are
not statistically significant.

Table 14 Coefficientsa (ED_Visits,Urg.Ctr., & Uninsured)
Unstandardized
Coefficients
Model
1

B
(Constant)
Urgent_Ctrs
Uninsured

Standardized
Coefficients

Std. Error

48501.989

17664.885

-33.669

43.314

-.004

.003

Beta

Correlations
t

Sig.

Zero-order

Partial

Part

2.746

.111

-.714

-.777

.518

.360

-.482

-.369

-1.254

-1.366

.305

-.643

-.695

-.648

a. Dependent Variable: ED_Visits

Table 14 outcome indicates through the linear regression model no correlation from independent
variables, urgent care facility growth rates (p=.518), and uninsured growth (p=.305) due both are not
statistically significant.
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Chapter 5

The results from this study indicate two distinct outcomes: no correlation between licensed
urgent care facilities towards non-urgent care visits to the emergency department from 2011 to
2015, however under the linear regression coefficient model, the data reveals urgent care facilities
as a predictor to non-urgent ED visit and is statistically significant. Therefore the outcome from the
multilinear regression analysis validates the hypothesis that there is a statistically significant
relationship between urgent care facility growth rate and non-urgent visits to the ED. The factors
that validates the results is the inclusion of all three independent variables, urgent care center
growth rate, uninsured growth rates, and population growth rates. Conversely, if we would to omit
the uninsured variable from the regression analysis, we would see no correlation from both
multivariate correlation and from the predictor multilinear regression coefficient model (seen in
Tables 11-14). The uninsured growth rates in this case serves as a suppressor variable to urgent
care facilities, and population growth rates. Suppressor variables in some studies, even if it has no
correlation with the dependent variable, acts as an enhancer to the other independent variables
that would normally be an unpredictable variables (Watson et al, 2013). Presenting as a suppressor
variable, the uninsured data aids in boosting up the level of significance for both urgent care
facilities and population growth rates from 44% to 99.1% (Table 8 and Table 11) predictability
towards non-urgent ED utilizations. Essentially the data shows for every new urgent care facility has
the potential to reduce 672 non-urgent patients from visiting the ED per year. A correlation, is also
evident between population growth and the rate of growth among urgent care facilities. Therefore,
one can conceive that the direct correlation between increased growth of urgent care facilities and
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increased population growth reflects an increased demand among a significant proportion of new
residents in those counties from 2011 to 2015.
In view of the descriptive results, we see a constant growth per year in both urgent care
facilities and in population; from 2011 to the end of 2015 there was a 42% increase in licensed
urgent care facilities, and a 6 % increase in population growth as well. The uninsured count
revealed a 47% decrease from year 2011 to 2015. Alternatively, non-urgent ED visits showed
fluctuations. During the period of 2011 -2013, there was a decrease in ED visits; however, starting in
2014, the patient visits to the ED increased to 14% by the end of 2015. The results found in the nonurgent ED visits are concerning, and they require a deep review of Florida’s healthcare framework
during that time to identify and analyze possible root causes. Possible influences to examine are
patterns of insurance coverage and decision-making behaviors among non-urgent care patients.
Additional factors to review are the patient type and business models for urgent care facilities.
5.1 Conditions of the Results and Impact
Prior studies have demonstrated, on average, that 13-27% of wasteful patient spending is
due to non-urgent ED visits. Thus, exploring alternative options to treat non-urgent care patients in
urgent care facilities may lead to effective intervention (Weinick et al., 2010). However, in this study
we assumed that increased access to urgent care facilities would correlate with a reduction in nonurgent visits to the ED. The lack of direct correlation, revealed in Table 7, between non-urgent
emergency department visits and urgent care facility growth, coupled with the spike in ED visits
suggests that various factors should be considered in future studies to determine interventions for
improving ED utilization. One possible reason for the results, we reported the decrease in the
uninsured totals that occurred from 2014 through 2015 attributed to the expansion of the
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Affordable Care Act. From 2011 to 2013, Florida was ranked number 2 in the Nation for highest
uninsured population (Chang, 2013). According to Kaiser Health, 3.8 million people, or 25% of
residents in the state of Florida, were uninsured. Following the enactment of the Affordable Care
Act, between 2014 -2016 Florida’s number of uninsured dropped significantly to 12.5 percent of
residents (Health News Staff, 2017). In support, Nikpay and colleagues (2017), researched the
impact on ACA on ED utilization for the state of Florida and other states with similar population and
insurance payer characteristics, 14 states in total. The results revealed that after implementation of
the ACA, patient visits to the ED increased by 8.8%, yet the number of uninsured dropped on
average to 5.3% (Nikpay, et al., 2017). The expansion of the ACA program may have impacted the
outcome for our study in light of the influx of non-urgent ED increases. .
Urgent care facilities across the state of Florida, and in other states in the U.S. have adopted
similar business models for providing care to the non-urgent patient population. Therefore, with the
rise in Medicaid patients by means of ACA, the question remains, how would this impact urgent care
facility’s business model? According to the New England Healthcare Institute (2010), the rise in
urgent care facilities serves as a means to see non-urgent patients that’s more comprehensive than
a primary care office, but less expensive than being seen in an emergency department regardless of
insured or uninsured patients. In support, a national survey in 2009 was conducted to fully
understand urgent care climate in the US, and discovered similar distribution of patient payer mix
(Weinick, Bristol, & DesRoches, 2009). Through their research, Table 15 highlights the results of a
payer mix distribution comparison of urgent care facilities, primary care, and emergency
departments.
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Table 15: Patient Payment and Reimbursement Comparison
Urgent care
Primary Care
facilities
Avg. Reimbursement per Patient
$102.96
$101
Average Private Insurance Patient
50.8%
57.7%
Average Medicare Patient
14.5%
18.2%
Average Medicaid or other public
9.9%
10%
Coverage Patient
Selfpay or unisured
12.1%
5.4%
Occupationl Medicine
12.7
1%
Source: Weinick et al., (2009)

Emergency
Department
$560
39.7%
17.3%
25.5%
17.4%
1.8%

Based on these set of facts and research studies, the formation and the placement of urgent care
facilities is based on supply and demand business model that’s attracted to all patient payer mixes
(Corkrell, Saran, & Walker, 2014). In support, the Urgent care Association of America solicited a
national survey of 15 top urgent care leaders in the US on the future and vision for urgent care
facilities for 2019 and beyond (Corkrell, Saran, & Walker, 2014). In sum, the urgent care leaders
not only see continue growth provided support from private investment companies and cooperate
mergers, but in vision urgent care facilities as an extension of healthcare services for all patients
(Corkrell, Saran, & Walker, 2014). Although urgent care facilities business model foundation centers
on profitability and meeting their projected bottom line, the end outcome remains, as being an
alternative option for patients seeking immediate non-urgent care.
The alternative facilities method of treating the non-urgent patient is one measure,
however, there are studies to support multiple and effective measures that may hold more
promising outcomes. Prevention programs for example, could be a factor in explaining why we did
not see a correlation between the expansions in urgent care facilities with non-urgent care ED visits
for this study. An example can be seen in Morgan’s study on education programs aimed at reducing
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the misuse of ED visits (Morgan et al., 2013). Morgan (2013) investigated intervention methods
across the nation in a literature review of 39 articles that addressed this topic. The results indicated
that education on prevention methods can reduce non-urgent visits to the ED at a range of 21% to
80% depending on demographic, cultural, or other factors (Morgan et al., 2013).
5.2 Conclusion
Hospital emergency departments are essential and critical to U. S. healthcare. The promise
of the ED is to provide open access that’s timely and emergent to those who need immediate
treatment. Over time, the ED has evolved to an all access care for urgent and non-urgent
treatments. Notably, in our study, patients’ perceptions regarding the ED are as follows: ED is
convenient, open 24 hours a day, considered a safety net for all care, and there’s no financial
obligation to pay largely through the passing in 1986 federal Emergency Medical Treatment and
Labor Act (EMTALA) (Mann, 2014). Therefore, altering the behavioral trends for non-urgent
treatments remains a significant task in the U.S. that continues to be a factor to solve today. For this
study, we looked at the impact of urgent care facilities as a possible factor to the reduction in nonurgent visits to the ED. Our results indicated, although there was no immediate correlation between
the independent variables and the dependent variable, there were a statistical significant indicator
that urgent care growth impacts the path and reduction of non-urgent visits to the ED. The results,
however are not conclusive enough to determine urgent care facility as the sole method of
prevention towards resolving the misuse of the ED visits due to the various inconsistencies
presented in the results. Continued investigations are needed, as data becomes available, to assess
the growth and efficacy of urgent care facilities and their impact towards behavioral changes in
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patient’s perception and desire to seek care at either an emergency department versus going to an
urgent care facility.
5.3 Future Study:
The results of this study uncovered ED utilization trends and alternative prevention methods
that can by simulated in other states with similar demographics such as states in New York and
Texas. Urgent care facilities may be an added resource for a given population, but in the counties in
our study, those facilities are not the only factor when looking at ways to shift patients away from
the ED for non-urgent treatment. Nonetheless, our findings help to provide a better understanding
how urgent care facilities fit in the healthcare market but not necessarily a determinant for
preventing over utilization of ED. Impact of urgent care facilities towards the overall healthcare
climate is still relative new, and will require additional research studies and review on its overall
impact. Studies to consider, looking at the geographic locations of urgent care facilities, and
compare its impact on being placed in an inner city metropolitan areas versus locations in rural
communities. Another possible study to consider, looking at the impact post Affordable care Act has
on patients shifting to or away from emergency departments, and the alternative paths of care.
Last possible study to consider, is a frequency comparison of the various patient payer mix and
patient utilization trends over a period of time to determine: (a) patient preferences of non-urgent
care, (b) social and economic implications of the types of patient utilization trends, and (c) what
manage care incentives are given to patients, and its impact to reducing non-urgent visits to the ED.
In close, outside of patient’s choosing alternative locations of care for non-urgent treatment, there
are other programs and studies that may indirectly serve to address patients’ behavior and
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perception for seeking ED care for all types of care, urgent or non-urgent. The six suggested options
are as follows:


Hospitals improving or expanding Fast Track models- In various Florida hospitals, alternative
methods are used to redirect non-urgent or less critical patients to a nurse practitioner or
physician assistant commonly called, fast track. This process has proven to be an effective
measure in reducing overcrowding and long wait times in the ED, and in turn, urgent care
patients are seen quicker.



Telephone consultant services for both hospitals and primary care offices. Those services can
aid in would aid in the initial triaging of patients in the education and referral for seeking
medical care. In addition, phone consultant services can give the patients better
understanding of the severity of their health condition and methods of treatment which, in
theory, could add financial incentives through tax breaks for patients who use this system or
possible discounts towards their copay. The limitation falls under hospitals or providers
ability to financially sustain this initiative.



Extending operations hours for Primary Care Offices and Community Health Centers. This can
be an added alternative for patients seeking non-urgent care during hours where PCPs
offices are normally closed. Patients who regularly visit their PCPs have a sense of trust with
them and would be more inclined to see their PCP if available.



Open Access to PCPs. Most often due to PCP shortages, it can be difficult to schedule regular
checkups with a PCP. This option, would require primary care providers to adopt the Fast
Track model by setting aside a team that will only treat walk-ins.
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Addressing the PCP shortage Areas. Government regulation and financial incentives to
medical students to pursue primary care and internal medicine careers, e.g., loan repayment
programs, relocation vouchers, and tax break incentives, may attract more medical students,
and essentially advance the availability of primary care providers.



Government Intervention- The investment from local and federal government providing
program incentives to address the frequent users of the ED through predictive modeling.
Predictive modeling identifies patient behavior patterns through surveys, medical records
review, and claims data for example to identify frequent ED users. Once patient are
identified, government programs are administered to address that population.
5.4 Limitations
This study presented several key limiting factors to consider that may have enhance the results or

foster a new alternative outcome. First limitation is the absence of available claims data and patient
demographics for the urgent care facilities and patients presented in the ED. If this information was available
could potentially enhanced the outcome by providing a more comprehensive view of patients’ visit types,
income levels, educations, age, gender, and overall trends. Second limiting factor was the exclusion of the
remaining 36 counties. The implications here falls under the results for this study, representing
approximately a 50% view of non-urgent ED utilization and urgent care facilities across the state of Florida.
Two factors of limitation are to be considered in this case, the absence of the 36 counties coupled with the
small sample size of 5 years presented, limits the data analysis. In short, the ability to have a larger data set,
yields more accurate results. Another significant limit for this study is the change over from ICD-9 codes after
2015 to ICD-10 codes. The changes in ICD codes places limitations on future studies. Specifically if we would
expanded this study from 2011 to 2017, it becomes difficult to extract comparable non-urgent diagnosis after
2015.
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